
569

determined upon and when the abdomen was opened v

purulent fluid and flakes of lymph exuded. The appendix I
was not diseased. 1

14’ecropsy.-(For the notes of this Dr. Hawkins is indebted i
to Mr. J. R. Thomas who was then house physician.) I
"Abdomen: large quantity of purulent fluid ; whole bowel 1

much congested; veins of mesentery engorged. Bowels (

covered with lymph. Appendix normal. Spleen slightly t

enlarged ; congested ; other abdominal organs passively con- I
gested. Lungs congested. Heart normal." Thinking that (

the case might be one of pneumococcic peritonitis some of the t

pus was sent to the Clinical Research Association from which ]
the following report was received : " Media were inoculated
with this specimen and from subcultures bacilii coli com- i

munis and a diplococcus indistinguishable from the pneumo-
coccus were obtained." ’

Remarks by Dr. HAWKINs.-From the above report I feel
justified in recording this case as one of pneumococcic
peritonitis. But few cases have been recorded in British
literature. Sir Dyce Duckworth and Dr. Frederick Taylor
have both recorded ca-es in the Transactions of the Clinical
Society, while Dr. J. H. Bryant in a paper read at the meeting
of the British Medical Association in 1901 records three
cases. In foreign literature, however, this subject has received
much more attention. From a study of cases it appears that
pneumococcic peritonitis occurs more in children than in
adults, more in girls than in boys, and amongst adults more
in men than in women. When met with as acute primary
peritonitis, especially in cases sent into hospital with well-
marked signs of acute peritonitis, it is difficult to distinguish
from acute perforative peritonitis which is so frequently
met with. It is, however, well to remember that in

pneumococcic peritonitis the onset is very sudden, especially
so in children ; they are usually apparently quite well
one day and the next acute abdominal pain arises,
followed by vomiting in nearly all cases and by diarrhoea
in most. Herpes may be present and the temperature
in some instances assumes the pneumonic character. In the

adult, while the onset is equally acute, the pain may be
violent colicky without vomiting or diarrhoea. The attack

may pass from the acute into a chronic stage with relatively
few peritoneal symptoms. This form of peritonitis may be
local or general. The prognosis of these cases is, so far as
the published cases in English literature are concerned,
unfavourable. Thus out of six cases recorded only two
recovered-one, a female, aged 27 years, and the other, a
girl, eight years of age. Dr. von Bonn, however, expresses
the opinion that the prognosis is good.

EGYPTIAN GOVERNMENT HOSPITAL,
ALEXANDRIA.

A CASE OF CONTUSION OF THE ABDOMEN ; RUPTURE OF
THE LARGE INTESTINE; OPERATION; RECOVERY.

(Under the care of Mr. A. WEBB JONES.)
THE patient, a little Egyptian girl, aged 11 years, was

admitted to hospital about 4.30 P.M. on Dec. 9th, having
been struck in the abdomen by the seat of a large swing near
which she was standing. On admission she complained of
great pain in the abdomen immediately above the pubes and
also to the right. A specimen of urine obtained showed
nothing abnormal. The pulse was rapid but of good
volume and strength. She was treated with hot fomenta-
tions and rest in bed. When first seen by Mr.
Webb Jones at 10.30 A.M. on the next day he found
the child very restless and vomiting copiously a watery
and bilious material. The expression was anxious. On
examination the skin showed a transverse linear bruise of
the right thigh immediately below the anterior superior
iliac spine. The upper half of the abdomen moved with
respiration but below the umbilicus there was little or no
movement. Over the motionless area the abdominal wall
was very tender and rigid, whilst the note was slightly
impaired. The pulse was 140 but of fair volume and

strength. On re-examination at 2.30 P.M. the condition of
the abdomen was unchanged but the facial expression had
greatly altered for the worse. A diagnosis of rupfured
intestine was made and the patient was at once sent to the
operating theatre.
On opening the abdomen (slightly to the nght of the

median line) a quantity of thin, yellow, slightly feculent-
smelling fluid escaped and with it some flakes of lymph. On

withdrawing the first loop of intetine which presented a
perforation was discovered of about the size of the tip of the
little finger. The bowel for a distance of about eight inches
in either direction was intensely congested and covered in
places with patches of adherent lymph. Beyond these limits,
however, the gut presented a normal appearance. Makins’s

clamps were applied above and below the perforation and
the rent was closed by a simple catgut suture invaginatccl
by a continuous Lembert’s suture of silk. In the
course of the manipulations a small quantity of semi-
Folid filocal material was extruded from the rent. The

portion of gut (sigmoid flexure) affected was then gently
sponged with hot sterile water and carefully examined. At
the same time, witli the edges of the wound held widely
apart so as to give free exit to the fluid, the nozzle
of an irrigator was introduced into the pouch of Douglas.
In this way, the mesentery of the sigmoid flexure forming
a sort of natural barrier, the soiled section of the peritoneum
was thoroughly cleansed without attacking the general peri-
toneal cavity as a whole. No attempt was made to remove
any residual water and the wound was closed in layers,
leaving a small gauze drain and rubber tube at the lower
extremity. Feeding was commenced in 24 hours with

spoonfuls of lime water and milk in gradually increasing
quantities. The tube was removed on the second day and
replaced by a very fine gauze wick. The bowels we]e opened
naturally on the fourth day and from that time recovery was
uninterrupted, the upper portion of the wound healing hy
first intention.

Remctrks by l4lr. WEBB JO:NEs.-The diagnosis presented
but little difficulty. The general symptoms-pulse, vomit-
ing, and facial aspect-or more especially their steady
increase in severity in spite of rest and warmth, made it
certain that some serious internal injury was present. At
the same time the local condition of pain, tenderness,
and rigidity in the lower half of the abdomen, with
an absence of urinary changes, pointed to a rupture of
the intestine as the most probable lesion. With regard to
treatment it would seem that where the intensity of the
inflammation is limited, a lirriited irrigation (as in the

present instance) is indicated rather than an irrigation of the
entire abdominal cavity. Brewer 1 has published a case in
which after successfully closing one rent the patient died on
the twelfth day from a second perforation. The latter

rupture had apparently resulted from the giving way of a
second spot the vitality of which had been irrevocably
damaged by the original accident. His case emphasises the
importance of carefully scrutinising the coil of rowel
involved and, if necessary, of invaginating any suspicious
spots with a Lembeit suture. A point of interest in the
present case is the time (unavoidable) that elapsed before
operative measures were employed. This must have been at
least 22 hours.

Medical Societies.
ROYAL MEDICAL AND CHIRURGICAL

SOCIETY.

Subsequent Course and Later History of Cases operated on
for Appendicitis.

A MEETING of this society was held on Feb. 28th, Sir
RICHARD DOUGLAS POWELL, Bart., the President, being in
the chair.

Sir FREDERICK TREVES opened a discussion on the Sub-
sequent Course and Later History of Cases operated on for
Appendicitis. He divided the matter for discussion under
two heads-the first including the various degrees of imp< r-
fect relief or of imperfect recovery after operation and the
second the complications which arose in connexion with the
operation but which were not directly due to the primary
disease. For the materials on wh;ch his paper was based
he was indebted partly to his own case books and partly
to a large number of statistics which had been ob’aircd
for him by Mr. Hugh Lett. Mr. Lett had written son c-
thing like 800 letters to patients who had been <,pera1((1
on at the London Hospital for appendicitis with a view to
obtaining information us to their subsequent his’ory and h:d
constructed statistical tables of 1000 cases of operation for

1 Annals of Surgery, 1903.
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appendicitis at the London Hospital between July lst, 1900, t
and August 15th, 1904. Imperfect results following removal r

of the appendix during the quiescent period were first con- i
sidered and belonging to this class he had found 45 instances s

in his own books and 11 in the records of the hospital. The c

recurrence of attacks similar to those which had occurred 1
before operation was due in some instances to the fact that t
there had been failure to remove the diseased appendix and t
in others to the presence of an appendix stump, a condition c

which emphasised the necessity of removing the appendix E

flush with the caecum. In a much larger class the persistent 1

symptoms had been caused by the presence of chronic in- t
flammation of the right ovary and an example of such a i
condition in a woman, 30 years of age, was cited. Sir E
Frederick Treves thought that in order to avoid this possi- 1

bility the right ovary should be systematically examined in ‘
all cases and that for the purpose a free opening by cutting 1

the abdominal muscles was preferable to the more conserva- 
tive method of splitting their fibres. In a certain number 
of cases a pre-existent colitis recurred after operation for i

appendicitis and gave rise to the statement of the patient (
that no relief had been obtained. Such cases usually re- i
covered after several months of treatment. There were 
other cases in which constant pain in the right iliac fossa
followed the operation and some of these were probably neu-
ralgic in character and others were distinctly neurotic. The 
term neurosis was often a cloak for ignorance but it appeared
to be appropriate to a patient who had resisted all ordinary
methods of treatment and had eventually found relief in some 
form of " nature cure." Gall-stones, colic, moveable kidney,
and renal calculi had been responsible for the return of sym-
ptoms simulating previous attacks of appendicitis in other 
instances. Finally there occurred tender painful lumps in
the right iliac fossa, which in one case had been inflamma-
tory, in three cases had been due to impacted fasces, and in
another were the result of the presence of tuberculous glands.
In 100 imperfect results following the evacuation of peri-
typhlitic abscesses 40 were due to persisting sinuses, 24 to
recurring abscesses, 16 to recurrent attacks of appendicitis,
12 to fa3cal fistulas, and eight to inflammatory deposits in
the right iliac fossa. The majority of persistent sinuses
were caused by the presence of a diseased appendix or a
concretion. The recurrent abscesses, in the absence of a
similar exciting cause, could be looked upon as independent
of the appendicitis and common to all forms of local
suppuration. The inflammatory masses were often diagnosed
as pelvic sarcomata owing to their situation and extreme
density but tended to resolve without special treatment.
With regard to the presence of fascal fistul&aelig; four points
should be remembered-viz.: (1) as long as the fistula
persisted a second attack of appendicitis was extremely
unlikely ; (2) a fistula which was not due to actual cutting
or tearing the bowel tended to heal spontaneously; (3) a
faecal fistula occurring some days after operation was more
favourable than one which appeared at the time of opera-
tion ; and (4) a diseased appendix or concretion was respon-
sible for the persistent fistula in certain cases. An im-

portant question in the treatment of cases of perityphlitic
abscess was whether, in the event of the appendix having
not been removed at the time the abscess was evacuated, a
second operation for appendicectomy should be performed
in the subsequent quiescent period. With a most liberal
estimate only 17 per cent. of cases showed any re-

currence of symptoms. after the abscess had been
drained without removal of the appendix, and in 83
per cent. therefore such a second operation was un-

necessary. Taking this fact and the well-known diffi-

culty of the operation into consideration, the conclusion
to be drawn was that a second operation should not be
performed unless there was evidence of recurrent mischief.
The complications associated with the operation for appendi-
citis were not fully considered and reference only was made
to the fact that in 11 out of 12 cases of femoral thrombosis
it was the left vein which had been involved, a circumstance
which was not easily explained.

Sir WILLIAM BROADBENT considered that the discussion
was one in which the physician could hardly take a part as it
was unusual for him to be acquainted with the after-history
of patients who had been handed over to surgical treatment.
He was thankful that when imperfect results followed
operative measures the patient almost invariably returned to
the surgeon.
Mr. CHARTERS J. SYMONDS stated that in a series of 72

private cases he had met with one case of left femoral

thrombosis, one fatal case of cardiac embolism, one case of
non-fatal pulmonary infarction, and one pelvic abscess.
71 of these cases were perfectly relieved, although one was
suffering from pain of renal origin. Out of 50 hospital
cases there were no instances of venous thrombosis but two
had recurrence of pain in the right iliac region. In one of
these the pain was relieved by suturing the kidney and in
the other the kidney was probably also at fault. Three
cases had corne under observation for recurrence of
symptoms after operation by other surgeons. The right
kidney was the seat of disease in two patients and in the
third the symptoms were probably neurotic. Out of 37 cases
in which the operation had been performed during the acute
stage the appendix had not been removed in 14, two of which
had had recurrence of suppuration. Mr. Symonds agreed
with Sir Frederick Treves that thrombosis of the femoral
vein was most common on the left side and he considered that
the infrequency of its occurrence in his own series might be
partly explained by the fact that he encouraged movement of
the legs and the early attainment of the sitting posture after
operation. In the absence of evidence of septic absorption
it was sufficient to lay open a perityphlitic abscess and to
drain it but when symptoms of septicasmia were present it
was desirable to remove the diseased appendix.

Sir LAUDER BRUNTON thought that the majority of cases
operated on for appendicitis remained perfectly well but a
few returned to the physician with symptoms of chronic
colitis which had existed previously. The pain in some of
these cases was possibly due to adhesions involving nerves as
it was not infrequently referred not only to the iliac
region but also to the thigh. He had seen the symptoms
of hepatic colic and those of appendicitis associated and in
another case he had suspected the coexistence of pancreatic
calculi and perityphlitis.
Mr. A. PEARCE GOULD based his observations on 300 cases

of operation for appendicitis in private and hospital practice.
He agreed that it was often difficult and sometimes impossible
to remove the appendix but was fully aware of the disastrous
results which sometimes supervened when the removal was
imperfect. In only 10 per cent. of cases in which an abscess
had been drained without removal of the appendix had there
been any recurrence of symptoms ; the justification for a
secondary appendicectomy, therefore, was not evident with-
out some special indication. Many complications had been
observed, including femoral and internal saphenous throm-
bosis, cerebral softening, acute intestinal obstruction, ovarian
suppuration, gangrene of the caecum, and two cases of parotid
bubo. Out of 214 cases of removal of the appendix without
suppuration there had been only three deaths, one due to
cardiac failure, one to septicaemia, and one to septic peri-
tonitis. Out of 92 cases of perityphlitic abscess and general
peritonitis 25 had died. There was ground to hope that
with improved diagnosis and a clear recognition of the fact
that operation should not be postponed until suppuration
had taken place the mortality in cases of appendicitis would
be very considerably reduced.
The meeting, which was very largely attended, was

adjourned until Tuesday, March 7th, at 5 P.M.

MEDICAL SOCIETY OF LONDON.

Analysis of 300 Consecutive Gynaeocological Laparotomies.-
Some Remarks on C&aelig;sarean Section.

A MEETING of this society was held on Feb. 27th, Mr.
JOHN LANGTON, the President, being in the chair.

Dr. A. H. N. LEWERS read a paper based on an analysis of
300 Consecutive Gynxcological Laparotomies. Dr. Lewers
gave in statistical form a very brief description of about 60

I cases belonging to this series and these served to illustrate
the great variety of conditions which he had found and the
many difficulties that he had met with in dealing with
different pelvic diseases. In summarising his results he
divided his cases into nine different groups in the following
manner: 1. Ovariotomy. 100 cases with no mortality.
In 29 cases the ovaries on both sides had been
removed and in 18 cases he had met with twisted pedicles.
2. Abdominal hysterectomy for fibroids. 73 cases with four
deaths. Two cases had died from intestinal obstruction,
one from shock, and one from peritonitis. 3. Removal of
inflamed uterine appendages. 47 cases, four of which died.
In each of the fatal cases the condition found was that of

pyosalpinx. 4. Abdominal section for ectopic gestation;


